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When the patient was first seen, two weeks ago, there were a dozen flat scars on the flexor aspect of each forearm, the largest being rather less than 1 cm. in diameter. They were violet-coloured and showed definite signs of atrophy. There was nothing of note in the mouth or elsewhere on the body.
On examination these scars now strongly suggest the diagnosis of lichen planus atrophicus. The interest of the case is, however, that duringf the last week more vesicles have appeared, and these feel as though they were coming from the depth of the epidermis, arising on normal skin with no erythema around. In a few instances fresh vesicles are arising on the old scars; one of these vesicles is filled with pus. A scratch, inflicted by a cat, on the flexor aspect of the left arm, looks as though it were becoming a linear lichen planus. There has been no opportunity as yet for a biopsy, which will however be made, as will also an investigation of the fluid content of the vesicles, from the point of view of the presence of a filter-passer.
Discussion.-Dr. R. T. BRAIN said he had seen a case with a similar distribution in a child a year younger than this patient, and in that case there was less doubt that the eruption was-lichen planus. He had not seen such a case with vesicles. In his own case the lesions did not itch. Dr. GRAY said that one or two vesicles suggested papular urticaria. Dr. INGRAM wondered whether this might not be a tuberculide. The mother said some of the lesions had pus in them. He did not think there was any true lichen.planus.. Female, aged 37. Hard, reddish-yellow, apparently intracutaneous nodules on right leg and on both thighs; duration two years. The larger ones have a yellowish appearance on a somewhat depressed centre, surrounded by a livid halo; feel thickened and do not wrinkle when pinched up by the fingers. The edges are well defined and numerous telangiectases appear on the surface. The surrounding skin is normal. None have ulcerated.
General health good. Strong positive tuberculous family history. Clinical and X-ray examination of chest negative; Mantoux reaction positive 1:100,000; Wassermann reaction negative; urine, negative sugar. Blood-sugar curve within normal limits.
Biopsy (Dr. I. Muende) shows tinctorial changes of collagen in corium, cellular infiltration of endothelial cells, lymphoid and plasma cells. Numerous irregularly shaped giant cells with many nuclei. Section suggests necrobiosis lipoidica diabeticorum.
The case is similar to one shown by Dr. The histological picture in this case had shown no tuberculoid structure but a kind of dissolution of the collagen with extra-cellular droplets of some sort of fat. Now in that case, though the lesions histologically were unlike tuberculosis, there was, as in Dr. Wigley's case, a striking tuberculous family history and also both patients were non-diabetic. He thought that there was some closer relationship-not merely a clinical resemblance-between "clinical morphcea with tuberculous histology" and "necrobiosis lipoidica ". On the one hand it might be that in the former the tuberculoid structure was really secondary to a lipoid change in the collagen. On the other hand it might be that in the latter the chemical changes were in some way caused by tuberculosis, even in the diabetic cases.
Dr. F. PARKES WEBER said he thought that this was a case of morphceic sclerodermia, a condition in which he did not think the histology had yet been thoroughly worked out. There seemed no reason why, in some cases of morphceic sclerodermia, there should not be giant cells, nor why there should not be some lipoid deposit. He thought it was safer at present to diagnose by the clinical appearances. He admitted that in the case Dr. Goldsmith alluded to there was greater difficulty, because the microscopical appearances corresponded more to the tuberculous type. He thought Dr. Goldsmith's case should be classed as morphoea until it could be proved that in cases of morphoea giant cells and lipoid deposits never occurred.
Dr. KLABER said that Urbach's paper described raised, circumscribed nodules on the legs, showing yellow central areas, with surrounding red, blue, or brown infiltration. In the series of cases described in Vienna and elsewhere, all of the patients were diabetics and the tissues showed lipoid changes.
He had himself shown a case to the Section three years ago which closely followed Urbach's description in these essentials.2 Since that time, other cases resembling the present case had been shown, in which there was no suggestion of diabetes, and the tissue showed no lipoid degeneration or imbibition.
It would involve a contradiction in terms if these cases were to be described as necrobiosis lipoidica diabeticorum. Their nature was not at all clear. The sclerodermatous thickening and telangiectasia certainly bore some resemblance to one of the involuting phases which might occur in Urbach's " necrobiosis ". These appearances, however, were very different from the characteristic active lesions of that condition.
Dr. H. W. GORDON said that in his experience of one case shown recently to the Section treatment had had no results. This patient, whose one lesion looked exactly siinilar to the lesions in Dr. Wigley's case, was a known diabetic who had been stabilized on insulin for over a year without any effect on the lesion.
